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i DEFICIENCY) -
F OQU INITIAL COMMENTS _ ‘ F 000 Submission of this plan of
: ] correction is not a legal
A Recartification Survey and an Abbreviated admission that a deficiency exists
Egrvey related to ARQ KY00014940 and ARO ‘| orthatthis statement of
0001 5264 was conduoted on deﬁcienc was con'acﬁ Gitw N
00/07110-09/10/10..-A Life Safety Code Survey L s gttt to be construed.as

was conducted 09/09/10. Deficienclas were
olted, with the highest scope and severily of a "F,
ARO KY00014940 and ARO KY00018264 were
found to be unsubstantiated with no dellclencies

an admission of interest against
the facility, the administrator or
any employees, agents, or other

olied : individuals who draft or may be -
. discussed in this response and . -
F 2481 483.15(1)(1) ACTIVITIES MEET F 248 "
88-D | INTERESTS/NEEDS OF EACH RES plan of comrectian. Th addition,

preparation of this plan.of
correction does not constitute an
admission or agreement of any
kind by the facility of the truth of

The facillly must provide for an ongoing program
of aclivities designed to meet, n accordance with
the comprehensive assessmeni, the interests and

the physlcal, mental, and psychosoclal well-being ‘ :gi’rgz‘;‘z::l;%:i;;]sl:;hﬁzn by
of each resident, the survey agency. Accordingly,
: the facility has prepated and

This REQUIREMENT Is not met as evidenced - ;'::’;pm;'::sgmg: sz’f;j;‘m
by: : C
Based oh observation, record review and _ appeal which may be filed solely
interview il was determined the facility falled to E h -"-_ g requirements
ensure residents were provided an ongoing e see=ji1yl federal law that
program of activities for one (1) of fiftesn (15) { 3 subjpmssion of a plan of .
sampled residents (Resldent #4). Resident #4 0c itlin ten (10) days of
was assessed by the facllity to need “mind | the survey ad 4 condition to
stimulation activities” which included the use of BY:.. ., Mlegations GFnoncompliance or
music. However, the facility failed to ensure the - T AATHTSSIOnT B the facility. This
resident's musioc machine was in use. : plan of correction constitutes aal

- written compliance with Feder
The findings include: Medicare Requirements.
1. Resident #4 was admitted to the facllity with F248 |- Step 1: Resident #4's sound
dlagnoses which included Dementia, Aphasia and| . machine was observed to be in
Mental Fetardation. Review of the Guarterly _ use on September 24, 2010 by
Minimum Data Set (MDS), dated 06/28/10, Director of Nursing.
revealed the facllity assessed the resident .

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE X6 DATE
_ Y~ ' AL rnyenren 104 4g

Angdeflotency statament ending with an asterisk (*) denotes a deflolenoy which the insiitution may be excused from correcting providing It is determined that
other safeguards provide sulflolent proteation to the patients. (See inelructions.) Excopt for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whather or not & plan of corraction is provided. For nursing homaes, the above findings and plans of correction are disclosable 14

days followlng the date these documents are made avaitable to the factiity. If deflclenclos are cited, an approved plan of correction Is requisiia (o continued
program paricipation,
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| The Comprehensive Plan of Care, updated

cognitive skills for declsion making as belng
seversly impalred.

" | stimufation activities®. Interventions included the
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F 248 | Continued From page 1 . Foqg| Step2: A100% audit of all

resident activities preferences.
and Care Plans was conducted on
September 23,2010 by a
Certified Activities Professional
and -The-Activities Director-to

07701110, rovasled the Tesident's astivitiss
participation was limited and needed *mind

resident would parlicipate In three, one to one
activities; such as sensory, taliking and/or singing,
The Plan of Care alsc indicated staff were to offer
activities as proferred and muslc checked on the
plan.

Obsetvations from 08/08/10 at 2:45 PM and 4:05
PM revealed a sound machine at Resident #4's
bedside was not plugged Into a power source.
Observation on 08/02/10 at 8:45 AM, 10:00 AM,
12:00 Noon, 2:30 PM, 8:30 PM and 5:00 P
revealed the sound machine remained
unplugged. Cbservation on 09/4010 at 9:40 Al
rovealed the sound machine was ho longer
located at the resldent's bedside. During the
observations noted above no one on one
aclivittes ware observed.

assure activity interventions and
Care Plans were in place to meet
the needs of the residents. Any
Care Plans or interventions found
not to be in place were
implemented.

Step 3: The Life Entichment
Director (Activities) was
educated by the Administrator on
September 24, 2010 on
development and implementation
of activities for residents to meet
the individual needs of each:
tesident and development of an
individualized Care Plan based
on the resident’s preferences.

Step 4: The Administrator will
audit five resident records per

tnterview with the Aclivity Directar an 09/10/40 at
10:10 AM revealed she read, played music andfor
provided sensory stimulatlon for Resident #4.

She was unaware of the use of the sound
machins.

Interview with Reglstered Nurse (RN) #5 and
Liconsed Practioal Nurse (LPN) #12 on 09/10/10
at 2:20 PM revealsd théy were aware of the
sound mashine but did not know why it was not
being used.

Observation on 09/10/10 at 2:25 PM revealed the
Social Services Diractor (SSD) found the sound

week for twelve weeks to assure
Care Plans are in use and being
followed and that the careplans
reflect the preferences, and meet
the needs of the resident. Results
of the audits will be reviewed
with the Quality Assurance
Committee monthly for three
months. If any concerns are
tdentified during audits, a
Quality Assurance meeting will
be convened to determine further
interventions. The Quality
assurance committee will consist
of at a minimum The
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machine in a drawer in Resident #4's room, ; ! . .
Further observation at 3:30 PM, thal same day, g;:::g: ?ﬁ:ﬁﬁgfgﬁﬁﬁg
revealed the sound machine was plugged in and will artici ate quartesly and as
working. needl;d e ! 10/2526H0
281 [ 483.20{k)(3}{I) SERVICES PROVIDED MEET F 281 )
8s=0| PROFESSIONAL STANDARDS
. F281 Step 1: The Physician was

| The services provided or arranged by the facility

must meet professional standards of quality,

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview and record
raview, it was determinad the facility falled to
ehsure physician's orders followed related for two
(2) of fifteen (16) sampled residents (Resident #8
and Resldent #10) had orders for oxygen and
oxygen saturation monitoring that were not
followed. Resldent #8 was orderad oxygen at iwo
{2} liters of oxygen per minute to maintain an
oxygen saturation greater than ninety (90) parcent
however, Rasident #8 naver receivad the oxygen.
Resident #8 was ordered oxygenh saturation levels

consulted and the Physician
discontinued oxygen for Resident
#8 September 10, 2010, The
Physician was consulted and the
Physician discontinued oxygen
for Resident #10 on September
13,2010,

Step 2: A 100% audit of all
physician orders for the past
thirty days will be Completed by
The Director of Nursing, The
Assistant Director of Nursing,
The Education and Training
Director, and The Registered
Nurse Supervisor by October 18,
2010 to assure all orders are

{to.bemonitored aevery shift and as needed, the

order was never implemented,
The findings Include;

1. Resldent #8 wag admiited to the facility with
dlagnoses which included Head Injury, Chrenic
Obstructive Pulmonaery Dissase (COPD), and
Seizures. Review of the Annul Minimurn Data Set
{MDS} revealed the facility asseased the resident
as Having long-term memory deflcits and as
having moderately impaired cognitive skilts for
dalty decision making.

Review of {he clinical record revealed, Resident

identified as not being followed

being followed._ Any orders

will be reviewed by the
Physician for further
recommendations.

Step 3: All licensed staff will be
educated by Qctober 18, 2010 by
Director of Nursing or the
Education and Training Direcior
on following physician orders as
written,

Step 4: The Director of Nursing
and the Assistant Director of
Nutsing will conduct an audit of
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: - "Tive TeSaent 160oTds per ook ToF
F 261 Continued From page 3 F281 12 weeks to ensure physicién
#8 was discharged from the hospital on 07/01/10 orders are followed. Results of
with a dlagnosis that Included Pneumonia, the audits will be reviewed with

Revlew of the hospital dischasge record indicated

Resldant #8 was io be administered oxygen at :wh:n?mu?&;ﬁf&m‘m
two (2) liter per miritle to malntain a saturation months. If any concerns are
level greater than nihety (90) percent. Review of identifi:ad durilt'n audits. a

the admission records for Resident #8 on Quality Assmfw mee;ing will

07/01/10 revealad, the oxygen was never ordered

and the oxygen saturation lovel was never b convened to detormine further

monitored to ensure the resident malntain a Interventions. T?‘t‘:eg““i]lilty -
saturation level greater than ninety (90) percent. assurance committes will consis
. ) of at a minimum the
Interview with the Director of Nursing (DON) on Administrator, the Director of
09100 at 10:20 AM reveaied, it was a Nursing, the Maintenance
transcription error and the oxygen saturation Director and the Housekeeping
levels had never been monitorad. Director. The Medicat Director
. will participate quarterly and as
2. Resident # 10 was admiited. to the tacllity on needed. 10/25/2010

07/31/10 with diagnoses which included Fractures
of Ribs, Caroinoma of Sigmoid Colon,
Hypertension, Diabetes Mallitls, Anemia and
Anyisty. Review of the Admission Minimum Data
Set (MDS), dated 08/16/10, revealad the faciiity
Jassessed Resldent #10 as having no long-term

fmemory deticits and having ndependant
cognitive skills for dally declsion making.

Review of admission orders for the facility dated
07/31/10 revealed, oxygen saturation levels were
ordered every shift. However, review of the
Madication Administration Record (MAR)
revealed the oxygen saturation levels were 1o be
ohtained every waek and as needed. Therefore,
the resident's Physiclan's order was not
transoribed correctly, '

Interview with the Director of Nursing (DON), on
09/10/10, at 10:20 AM revealad , it was &
trangctiption error and the oxygen saturation
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F 281 Continued From page 4 F 281
levels were nevet monitored.
F 282 483.20(k)(3)(i) SERVICES BY QUALIFIED F282!  Step1: The Sound machine for
$8=D [ PERSONS/PER CARE PLAN : Resident #4 was observed to be
N 242010 by
The €érvices provided or afrangad by the faciiity ﬁ?gﬁ:ﬁf mﬁgé T
must be provided by qualified persons in Resident #13 was found to have
agcordance with each rasldent's written plan of feet elevated on September 24,
care. ’ 2010 by The Director of Nursing.
Step 2: A 100% audit of Care
: Plans and Cexrtified Nurse Aide
g;a:ls REQUIREMENT is not met as avidenced. work sheets will be completed by
Based on observation, interview and record The Director of Nursing, The
teview, ft was determined the facility failed to Assistant Director of Nursing,
ensure the Comprehensive Plan of Care was The Education and Training
implemented for two (2) of fifteen (15) sampled Director and The Registered
residents (Resident #4 and #13). Resident #4's Nurse Supervisor by October 18, -
Plan of Care included an intervention related to 2010 to assure that Care Plans
the use of music, for mind stimulation, however, and interventions are
this this was not observed to have occurred. communicated and interventions
Rasident #13's Plan of Care was noted to have are in place.
an intervention that the resident's heels would Step 3: All direct care staff will
have plllows to elevate hisfher hoels off the bed, be re-educated on
however this wag not observed to have occurred, implementation of he Care Plans
' : per Certified Nurse Aide
The findings Include: Assignment sheets by The
Director of Nursing and The
1. Resident #13 was admitied with diagnoses Education and Training Director
which included Diahetas Type N, Atrlal Fibrliation, by October 18,2010.
Congestive Heart Failure, and Dementia, Step 4: The Department Heads
' : will audit Certifted Nurse Aide
Review of Skin Integrity Plan of Care revealsd assignment sheets daily for 2
Resident #13' Braden risk assessment was weeks, 5 days per week for 2
16-18, which Indicated the resident was at risk for weeks and then weekly for 8
the development of skin breakdown. An weeks to assure that interventions
intervention was identified, on the Plan of Care are.in place. Results of the audits
that the resident's heels would be protected by ilf be reviewed with the Qualit
the use of plllows to slevate his/har hesls off the N : y
bad, . Assurance Committee monthly
: for three months. If any
FORM CMB-2567(02-89) Provious Verslons Obsolele Event ID:MaJW11 Pecllky iD: 100412 if conttnuation shest Page 6of 17




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/24/2010

) FORM APPROVED
GENTERS FOR MEDICARE & MED|CAID SERVICES OMB NO. 9938-0381
- | STATEMENT OF DEFICIENGIES | (X7) PROVIDER/SUPPLIERICLEA - (X2) MULTIPLE CONSTRUGTION . (%3} DATE BURVEY
AND PLAN OF CORRECTION DENTIFIGATION NUMBER: COMPLETED
A BUILDING R
185338 B.WING 08/10/2010
NAME OF PROVIDER OR SUPPLIER ' - | sTaEeT ADDRESS, CITY, STATE, ZIP CODE
420 EAST GRUNDY AVENUE
8PR ; ‘
PRINGFIELD NURSING & REHABILITATION CENTER SPRINGFIELD KY 40060
X4 I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG OROBS n&saaﬁno&ln ’Ems APPROPRIATE DATE
- - CONCErTS are ToentTiod qurm;
F 282) Contlhued From page 5 F282  audits, a QuaﬁtynAssmmc g
_ meetlng wilt be convened to
Revlew of Physiclans' Qrders for September 2010 determine further interventions.
revealed an order to flosted the resldent's heels The Quality assurance commiitee
off the bed with plilows, al all times. will consist of at a minimum The
. Administrator, The Director of
Qbsetvations on 09/09/10 at 11:30 AM, 2:00 PM, Nutsing, The Maintenance
3:00 PM, 3:50 PM, and 5:00 PM revealed Director and The Housekeeping
Resident #13's heels were not elevated, Director. The Medical Director
'Observations on 08/10/10 at 8:60 AM, 5:20 AM, will participate quarterly and as
1G:00 AM, 11:00 AM, 11:30 AM and 2:00 PM, nnedléd 9 10/25/2010
revedlad the resident's hells were not elevated off
. | bed, per the Plan of Care.
Interview with CNA #9 o 09/09/10 at 4:05 PM
revealed he/she followed the CNA care plan by
making sure Resident #19's feet was elovated off
the bed,
2. Resident #4 was admitted to the taclity with
diagnoses whieh included Dementla, Aphasia and
Mental Retardation. The Quartetly Minimum Data
Sel (MDS), dated 06/28/10, was reviewed and
revealed the facliity had agsessed Realdent #4's
cognitive skills for decision making as saverely
impalfad.
Review of the Comprehensive Plan of Care,
updated 07/01/10, revealed tha facllity had noted
the resident's activities participation was limited
and needed "mind stimulation agtivities”, An
interventions on the Plan of Care Indicated
Resident #4 would participate In thres, one to che
activities, such as sensory, talking end/or singing.
The Plan of Care also noled staff ware to ofter
aolivifies as preferred and musio was checked on
 the ptan.
Observations from 09/08/10 at 2:45 PM and 4:05
PM revealed a sound machine at Resident #4's
FORM CMS-2567{02-99) Pr'svluus Varglons Obsolele Event ID; MW 11 Facillty I; 100412 it continuation shast Page 6 of 17
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bedside was not plugged into a power source.
Observation on 09/09/10 at 8:45 AM, 10.00 A,
12:00 Noon, 2:30 PM, 3:30 PM and 5:00 Pi
revealed the sound machine remained
unpligged. _
Observation on 09/10/10 at 2:40 AM revealed the
sound machine was no longer located at the
resident's badside. On 09/10/10 at 2:25 PM the
Sooial Services Director (SSD) found the sound
machine th a drawer in Resident #4's room,
Interview with Registered Nurse (RN) #5 and
Licensed Practical Nurse (LPN) #12 on 09/1010
at 2:20 PM revealed they were aware of the
sound machine but did not know why it was not
‘ being used. . .
. 'F 353 483.30(a) SUFFICIENT 24-HR NURSING STAFF [  F953| Step 1 Resident #4 received a
as=t: | PER CARE PLANS . shower on 9/10 and.continues fo
' receive them per Care Plan,
Thefacility must have sulficlent nursing staff to Resident # 5 received a shower
provids nursing and related services to attain or on 9/11 and continues to receive
maintain the highest practicable physloal, mental, them per Care Plan, Resident #6
and psychosoclal well-belng of each resident, as received a shower on 9/13 and
determined by resident assessments and continues to receive thom per
individual plans of care, Care Plan, Resident # 10
: received a shower on 9/9 and
The faciity must provide services by sufficlent continues to receive them per
numbers of each of the following types of Care Plan, Resident # 11
personnel on & 24-hour basis to provide nursing received a shower on 9/11 and
care 1o all residlents in accordance with rasidant continues to receive them per
care plans: Care Plan, Resident # 12
; . received a shower on 9/9'and
Except when waived undsr paragraph (c) of this continues to receive them per
section, llcensed nurses and other riursing Care Plan, Resident # 13
personnel. _ received a shower on 9/11 and
. ntinues to receive th er
Except when waived under paragraph (6) of this ‘é‘;re Plllan, Resid:‘,nt # fin if 10
saction, the facillty must designate a licensed longer in the center.
FORM CMS-2587(02-69) Previous Verslons Obsolete Even ID: MBJW1 Faclilty ID: 100412 -If continuation sheet Page 7 of 17
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F as3 Step 2: The Interdisciplinary

i Team consisting of The Director
of Nursing, The Nulritional
-Servicas Manager, The Social
Service Director, The
Rehabilitation Coordinator, and

This REQUIREMENT is not met as evidencad

Based on abservation, interview and record
review it was determined the facllity fatled to have
sufficlent nursing staff to provide nursing and
related services to attaih or maintain the highest
practicable physioal and psychosocial well-being
of edch resident as evidenoed by nine (9) of
flttesn (15) sampled residents (Resident's # 4, 5,
6, 10, 11, 12, 13, 14} falled to receive showars in
acoordance with the facllity's shower list,

The findings include:

Review of the facillty's shower list revealed, each
resident was to receive a shower at laast iwice a
week unless othetwise indicated. The showaer list
revealed, Resident #11 was to recelve a shower
three (3) imes a week on Tuesday, Thursday and
Saturday. Review of the Bath Type Detail Report

the Life Enrichment Director
(Activities) will review resident
acuity levels by October 18, 2010
to assure staff responsibilities are
distributed equally to meet the
needs of the residents. In
addition a 100% audit of resident
shower documentation will be
completed by October 8, 2010 to
assure residents received their
showers per Care Plan and
resident preferences. We will
assure that any resident identified -
not having a shower will have a
shower,

Step 3:

All direct care staff will be
reeducated by Qetober 18, 2010
by The Director of Nursing and

dated 00/08/10 revealed, Resident #11 oniy.

recelved a shower three (3) times during an eight
week period. One wesk, 08/29/10 to 09/04/10,
the resident was not showered at all,

Review of Resident #5's shower schadule dated
09/09/10 revesled the resident was to receive a
shower two (2) timés per week on Mondays and
Thursdays, Review of the Bath Type Detall Report
for July 11, 2010 through September 09, 2010
revealed the facility only provided this resident
with a shower on July $4th, 24th, 31st, August
8th, 11th and 21st, September 1sl and 4th.

interview on 09/08/10 at 3:356 PM with the

resident's spouse revealed the facility falled to

The-Education-and-Training
Director on reporting fo the
chargoe nurse when their job
cannot be completed, The
licensed staff will be re-educated
on reporting to the Director of
Nursing if care needs can not be
met. The Director of Nursing
and the Administrator will
provide additional assistance to
assure the needs of the residents
are met.

FORM OMS-2667(02-89} Provious Versions Obsolete Bvent D MGW 1
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| Review of Resident #4's shower schadule dated

waeks of 07/12/10 and 08/30/10.

(8/09/10 revealad the rasident was to receive a
shower two times a week on Tuesdays and
Fridays. The record revealed Residsnt #4 only
received one shower from 07/12/10 to 09/09/10,
the date the shower was given was 08/07/10.

Review of Resldent #13's shower schedule dated
09/09/10 revealed the resldent was to recsive a
shower two times a week on Wednesdays and
Saturdays. The record revealed Resident #13

{%4) ID D PROVIDER'S PLAN-OF CORREQTION
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AQTION SHOULO BE COMPLETION
TAG ~ REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ onosa-nepeasggg& Eﬁ gy)e APPROPRIATE DATE
Step 47 The Director of [NUFsIR
F 353 Continued From page 8 . F 353 andp'l"he Assistant DlréctI:;lgsf ’
provide showers. Further Interview revealed the Nursing will audit bath detail
response the facility gave to the spouse regarding reports five times per week for
those complaints was “They don't have enough 12 weeks to assure showers are
S{aﬂmy“- i an—The
Review of Resident #10's shower schedule dated fcgﬁaf;wf :,::ig "a'::g%ﬁw five
09/08/10 revealed the resident was to recelve a famil mg';b ers per week to
shower two times a week on Mandays and s rg oner soch bt
Thursdays. The record revealed-Resident #10 ; dgd tp ey eedg fih
only received a shower one time a week from pr".‘('l ;m"’f f ; s ot the
admission, on 07/31/10, untll 69/09/10, with no e osuls ot audits,
showers provided for the waaks of 08/0510 and Kgsﬁg:ewé‘:mﬁée mit?tﬁy by
08/30/10. . for three months. If any
Inferview on 09/10/10 at 2:30 PM with Resident concerns are identified during
#10's daughter revealed the faciilty did not have audits, a Quality Assurance ;
anough help and the facility was understafied, dm“;etm_g Wg}}:g 0‘{“‘;:113‘1 g’
étermine E1 IRIGrVentions.
Review of Resldent #8's shower schedule dated The Quality assurance committee
09/09/10 revealad the tesident was 10 reoeive a will constst of at a mindmum The
shower wo tlimes a weel on Mondays and Administrator, The Director of
Thursdays. The record revealed Hesident #6 Nursing, The Maintenance
only received a shower ohe time a wesk for Director and The Housekecping
‘| sevan {7) weeks, which Included 07/19/10 Director. The Medical Director.
thraugh 09/06/10. Howevar, further record will pasticipate quarterly and as
revealed the resident recelved no showers for the needed. : 10/25/20

FORM CMS-26687(02-99) Previcits Veislons Qbsclale
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recelved one shower a weak from 07/12/10 to
09/09M10. -

Interview with Resident #13 on 08/09/10 at 12:00

F 353
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- DEFICIENGY)
F 353 | Continued From page 9 - '

PM revealed he/she only received one shower a
weeak most times, related to the facility just didn't
have enough help.

Review of Resident #12's shower schedule dated
0%/00/10 revesled the resident was to receive &
shower two times a week 'on Mondays and
Thursdays. The record revéaled Resldent #12
recelved a shower on the following dates,
071210, 07/22/10, 08/26/10, 09/03/10 and
09/06/10. Per revisw of the shower schedule no
showets were provided for the following weeks,
07/26H0, 08/02/10, 08/09/10, 08/16/10.

Interview with CNA #7 on 09/69/10 &t 2:10 PM
revesled that on non-shower days.tha residents
were 1o receive a bed baths and the aides notifled
the Charge Nurse when off of floor giving &
shower. Further interview revealed this SANA
had twelve residents on a dally basls and today

(08/09/10), The SRNA indicated that five out of
the twelve residents were to receive showers and
sight of theso residents requlre two for transfers,
This'SRNA stated that ten of the residents
required turned and reposilionsd every two hours
and volced there was not enough time to get it all
finlshed.

Intarview with CNA #12 on 09/09/10 at 1:15 PM
revealed the this CNA was assigned to provide
care for iwelve residents. CNA #1 stated six of
these twelve required to be turned and
repositioned every two hours, nine resldents were
incontinent of bowe! and bladder and two
residents required asslstance with feeding. The

FORM CMB-2667(02-86} Previous Varsions Obsolste
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F 353 { Continued From page 10 - -F 353

alde indicated three of these residents required
the assistance of two stalf for a bed bath and
three residents were to have showers, that day
{09/09/10). CNA #12 stated that alf Wwelve

residents required two-staff to-assist with
transfors, CNA#12 revealed *| can't always get it
all finlshed® espacially when we only have two
gids working. This CNA stated "l report what |
don't get finished to the Charge Nurse and she
repoits to the Director of Nursing®.

Interview on 09/09/10 at 2:00 PM with CNA #4
revealed tho residents did nat recelva showers
when needed because the faoliity was so
shor-stafied,

Interview with CNA #8 on 09/09/10 at 2:05 PM
revealed, the CNA was not able to accomplish
tasks for the scheduled shift and "they always
want you fo do something else'. CNA 48 also
revealad, incomplete tasks were reporied to the
Charge Nurse who then reported to the Director

of NUrsing (DON). .

Interview withthe-Charge Nurse/Registerat
Nurse (RN) #5 on 09/09/10 at 3:10 PM revealed
aides went to the Charge Nurse if falling behind In
dally tasks, Further Interview revealed the
Charge Nurse would then-notify the Director of
Nurging or Staff Development of staffs inabliity to
finish work on time.

Interview with the DON on 09/10710 at 10:28 AM
revealed, staff do not report to the DON, CNAs
report work not done to thelr nurse. The DON
indicated nurses do not notify her of work not
completed, such as showers. The DON stated
she ran a report every morning, Monday through
Friday, to monitor that showers and baths are
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F 353 | Continued From page 11 _ F 363
completed, The DON stated, “ have hasn
workirig on a plan to correct this problem”. . Step 1: A sien was placed
. F 441 483.65 INFECTION CONTROL, PREVENT FA41]  ouido the o e a2 o
SPREAD, LINENS resident #3 directing visitors to
The tacility must estabiish and maintain an ;:ﬁ;g:f; g%ffée entering on
Infection Contrel Program designed to provide a Step2: A 160% auidit of resident
safe, sanitary and comforiable environment and tecords will be com loted b :
to help prevent the development and transmission p etec 0¥
of disease and infection  Qotober 8, 2010 by The Director
’ of Nursing and The Assistant
(a) Infection Contro! Program Director of Nutsing to assure any
The faciiity must establish an Infection Control resident who has an infectious
Program undsr which it - disease is placed in appropriate
(1) Investigates, controts, and prevents Infactions precautions and that precautions
in the facility; . are nplace, )
(2) Decides what pracedures, such as isolation, Step 3: Education of all direct
should be applied to an individua! residsnt; and care staff will be completed by
{3) Maihtains a record of Incidents and corrective October18, 2010 by The
aotlons related to infections, Education and Training Director
) . On contact precautions.
(b) Preventing Spread of Infaction Step 4: An audit of five resident
(1) When the Infection Control Program records per week for twelve
determines that a resldent neads Iisolation to weeks, with an active infection
prevent-the-spread-of-infection; the-faciily-must if-available; will be-completed by
Isolate the resident, The Director of Nursing, The
{2) The facillly must prohibit employess with & Assistant Director of Nussing,
communicable disease or Infected skin losions The Education and Training
from direct contact with residents or their food, if Director and The Registered
direct contact will transmit the disease. Nurse Supetvisor to assure
(8) The facility must require staif to wash thelr appropriate infection control
hands after each direct resldent contact for which practices were identified and
hand washing ls Indicated by accepted implemented. The Director of
professional pracilce. Nursing will obsetve five staff
(o) Linens members per week for twelve
- Personnel must handle, store, process and weeks to assure they are utilizing
transport linens so as to prevent the spread of Appropriate precautiors as
infaction indicated, and to assure
' . appropriate Infection Control
FORM CMS-2667(02-88) Prévious Veralons Ohsolsla Event ID: M8JW11 Facllly10: 100412
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Standards are in place and staff
F 441} Continued From page 12 F a4 are observed to be following,”
Reasnlts of the audits will be .
. reviewed with the Quality
This REQUIREMENT Is not met as evidencad gf_s:mme Commiitee Tonﬂﬂy
e - mmﬂmmfﬂn‘,
Based on observation, interview and record concerns are identified during
review It was determined the facility failed to audits, 2 Quality Assurance
maintain an infection contro! program to heip meeting will be convened fo
prevent the development and transmission of determine further interventions.
disease and Infettion for ane (1) ot fifteen (15) The Quality assurance committes
sampled residents (Resident #3). Resident #3 wili consist of at & minimum The
was diagnosed with Glostridium Difficlle. Administrator, The Director of
However, the facility failed to ensure vistiors and Nursing, The Maintenance
residents were aware of the imporiance of hand Director and The Housekeeping
hyglenae and failed to ensure staff Implemented - Director. The Medical Director
the facility's policy refated to hand washing and will participate quarterly and as .
donning gloves, when needed. mneeded. 10/25/2010

The findings nclude:

Review of the facllity's Infection Coniro! Policy
(updated November 2008) revealed to "Advise
families, visitors, and residents about the
Importance of hand hyglens to minimize the

spread-of-fecal-contamination-to-surfaces:"The
policy stated “Wear clean, non-startle gloves
when entering the reom of a C-dif infected
resident” and “If no contact with the resident,
environmental surfacas, or itama in the room Is
anticipated, gowns are not necessary". The
facliity's policy also included staff were to
"Hemove gloves and gowns before leaving the
resident room and wash hands immediately with
plain soap". .

Heview of Resident #3's dlinleal record revealed
diagnoses which included Aphasia, Diabetes and
Dysphagla. Review of the Quartey Minimum Data
Set (MDS), dated 07/27/10, revealed the facility

FORM CWS-2667(02-09) Previous Varsions Obsolale
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assessed the resident as being incontinent of
bowel and bladder, .

Raview of Resident #3's olinioal racord revealed

the resident was discharged from the hiospital on
“08/30/10 with diagnoses which included
Clostridium-Difficile (C-Diff), Urinary Tract
Infection (UT{) and Meihlcliiin-Resistant
Staphylococcus (MRSA) of the hares, Review of
the Physiclan orders revealed the resident was
order Vancomyoin 125mg (an antibiotic), to be
provided three times a day. ‘

Observation revealed, the facllity had no signage
related to the how visitors, family and/or residents
would have knowledge related to the need for
hand hyglene, However, on 09/08/10 the facility
placed a sign, on the resident's doorway, which
indicated {0 see the nurse before entering the
resident's room.

On 09/09/10 at 915 AM RN #6 was obsetved to
enter Resldent #3's room without ddnning a
gown or gloves. The RN was obsetved to move

theresident's bedside tabies closerto the
rasldent, with bare hands. RN #6 exited Restdent
#3's room without washing his/her hands,

Interview on 02/10/10 at 10:00 AM with RN #5
revealed she should have put on a gown and
gloves before she entered the resident's room
and should have washed her hands bafare
leaving the resident's room.

Interview on 09/09/10 at 9:45 AM with the Dirastor
of Nursing (DON} revealed the nurse should have
put a gown and gloves on before she entered the

residant's room,

F 514 | 483.75(1)(1) RES F 514
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SUMMAHY STATEMENT OF DEFICIENGIES

LE

| The facifity must maimain clinical records on each
resident in accordance with accepted professionai |

standa, ictices that are complete;

(X4) 10 D PROVIDER'S PLAN OF CORRECTION (6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 68 GOMPLETION
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DEFICIENCY)
F 514 | Continued From page 14 F 514 Step 1: The Physician was
§8=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB

consulted and The Physician
discontinued oxygen for
Resident #8 September 10,
2010. The Physician was

accurately documented; readlly accessible; and
systematically organized.

The ciinical retord must contain sufficient
information to identify the resident; a record of the
resident's agsessments; the plan of care and
services provided, the results of any
preadmission screening conducted by the State;
and progress notas.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and recerd
review It was determined the facility failed to
maintain clinical records on each resident in
accordance with accepted professional standards
and practices that are complete and accurately

consulted and The Physician
discontinued oxygen for
Resident #10 on September 13,
2010.

Step 2: A 100% audit will be
completed by The Director of
Nursing, The Assistant
Director of Nursing, The
Education and Training
Director and The Registered
Nurse Supervisor to assure all
physician orders in the past
thirty days were transcribed
correctly, as well as to assure
that all medical records are

documented.-as-evidenced-by-two-(2)-offiftesn
(15) sampled residents (Resident #8 and
Resident #10) had incorrect transcription of the
physiclan's orders. Resldent #8's oxygen and
oxygen saturation monftaring was transcribed to
the Medlcatlon Administration Record (MAR)
incorrectly. Resident #10's oxygen saturation
monitoring order, on admission, was to monitor
avery shift instead of every week as needed.

The findings include;
Hevlew of Resident #8's cinical record revealed

diagnoses which included Head Injury, Chronlc
Obstructive Pulmonary Disease (COPD), and

complete;-accurately
documented, readily accessible
and systematically organized
by October 22, 2010. Any
identified issues will be
corrected. _ _
Set 3: All Licensed Staff will
be re-educated on the proper
procedure to transcribe new
physician orders onto
Medication Administration
Records and Treatment

FORM CMS-2567(02-99) Pravious Versfons Obsolote
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Seizures. Review of the Annul Minimum Data Set
(MDS) revealed the facility assessed Resident #8
as having long-term memory deficits and
moderately impaired cognitive skills for daily
decision making.

as to assure that all medical
records are complete,
accurately documented, readily
accessible and systematically

OMB NQ. 0938-0301 -
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F 614 Continued From page 15 F 514  Administration Records as well

.| Review of the Discharge orders from the hospital,

dated 07/0110, revealed Resident #8 was to
have oxygen at two (2) liters per minute via nasal
canhula and oxygen saturations ware to be
maintalned greater than ninety {90) percent.
Review of the Readmission orders for the facility
dated 07/01/10 revealed, oxygen saturation levels
were ordered every shift and as needed with an
oxygen saturation level every week after having
been off the oxygen for twenty (20} minutas. Not
only were these ordera never willten, they were
not followed, as well.

interview with the Director of Nursing (DON) on
091010 at 10:20 AM revealed, It was a
transcription error and the oxygen saturation
levels had never been maonitored.

Corganized by Octobeér 22, 2010.

Step 4: The Director of
Nursing or The Assistant
Director of Nursing will audit
five resident records per week
to assure that all medical
records are complete,
accurately documented, readily
accessible and systematically
organized for twelve weeks and
fifteen monthly physician
orders each month for three -
months to assure correct
transcription of Physician
orders. Results of the audits

Resident-#10-was-admitted-to-the-facllity-on
07/32/10 with diagnoses which Iheluded Fractures
of Ribs, Carclnoma of Sigmoid Colon,
Rehabilitation Process, Hypettension, Diabetes
Maliliis, Anamia and Anxiety, Review of tha

"| Admission Minimum Data Set (MDS) revealed,the

facility assessed Resldant #10 as having ho
long-term memeory deficits and Independent
cognitive skills for dally decision making.

Review of admission orders for the facllity dated
07/31/10 revealed, oxygeh saturation levels were
ordered every shift, the order was written for
ovary week and as needed. This order was
transcribed Incorrectly and not followed per

convened to determine further

will-be-reviewed-with-the
Quality Assurance Committee
monthly for three months. If
any concerns are identified
during audits, a Quality
Assurance meeting will be

interventions. The Quality
assurance committee will -
consist of at a minimum The
Administrator, The Director of *
Nursing, The Maintenance
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F-514 Contm.ued From.page 16 7 F514( Director and The
physicians orders. Housekeeping Director. The
Interview with the Director of Nursing (DON), on Medical Director will
09/1010, at 10:20 AM revealed , It was participate quarterly and as
transcription error end the oxygen saturation needed, . 10/25/2010

leuelémmneuenmonitored.
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- DEPARTMENT OF HEALTH AND HUMAN SERVICES . . FORAM APPROVED
.CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NQ, 0938-0301
BTATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (¥a) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
: ABUILDING D1 - MAIN BUILDING 04
185336 B.wine - 09/09/2010
NAME OF PRO)!IDER OR SUPPLIER ) : STREET ADDRESS, CITY, STATE, 2iP CODE
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABITATION CENTER | SPRINGRIELD, KY 40080
{X4) ID SUMMARY STATEMENT OF DEFICIENGIES .m PROVIDER'S PLAN OF CORRECTION - (X8),
SREFIX {EACH DEFICIENCY MUST BE PAECEDED BY FUL), PREFIX (EACH CORRECTIVE AGTION SHOLILD BE COMPLETION
TAG AEGULATORY OR LSG IDENTHYING INFORMATION) TAQ OROSS-REFERENGED T8 THE APPROPRIATE . DATE
DEFICIENGY)
‘ .| eorrection is not a legal
Alife Safety Code survey was initiated and admission that a deficiency exists
concluded on 09/08/2010. The facility was found or that this statement of
not to meet the minimal requirements with 42 deficiency was coirectly cited,
Cortie of the Federal Regulations, Part483.70, and-is-also-not-to-be-construed-as
The highest scope and severity deficiency an admission of interest against
{ Identitled was & "F". the facility, the administrator or
K026 | NFPA 101 LIFE SAFETY CODE STANDARD KO026| any employess; agents, or other
88=F ' ' individuals who draft or may be
Smcke barriers are constructed to provide at discussed in this response and
least a one half hour fire resistance rating in plan of correction. In addition,
accordance with 8.3, Smoke barlers may preparation of this plan of
terminate at an atrium wall. Windows are ' correction does not constitute an
protected by fire-rated glazing or by wired glass admission or agreement of any
panels and steel frames. Aminimum of two kind by the facility of the truth of
separate compartments are provided on each any facts alleged or see the
floor. Dampers are not.required in duct correctness of any allegation by
penatrations of smoke barriers In-fully ducted pres Lnethosunve Accordingl
cFarn [ “heae T 4 g VA
heating, ventilating, and air conditioning systems, o fw .m[giﬁ ek Sbared and
1037.3,193.7.5,19.1.6.3, 121.64 s Aad of correstion
0 Tp pon of any

| appeal which mBa¥be filed solely
: : . Trzpmbeeatse-of the-requirements
This STANDARD 1s not met as evidenced by: -~ understate and f"fd‘“alfla“' that
Based on observation and interviow, it was mandate submission of a plan of .
detesmined the facilty falled to ensure access correction within ten (10) days of
| doors located in smoke barriers were an the survey as a condition to
approvad type according to NFPA standards. allegations of noncompliance or
admissions by the facility. This
The findings Include: plan of correction constitutes a
. written compliance with Federal
Observation on 06/09/2010 at 10:62 AM, Medicare Requirements.
revealed threa {3) access doors located in the ) : .
attlo smoke harriers were not of an approved K025 | Step 1: Approved smoke doors will
ype. The observation was confirmed with the be installed in the areas noted in the
Maintenance Director. These doors must be of attic by October 25, 2010. by The
Sn approved lype to limit the spread of gmaoke or Maintenance Director.
re. '
LABORAJORY DIRECTORS OR PROVIDER/SUFFLIER HEPRESENTATIVES SIGNATURE TIE {x6)DATE
/4 . A Ay 3 it B b0 [ /P p6

dotlolency statement anding with an asterisk {*) denctes a deliciency which the Institution may be excused from corresting providing [t Is determinad that
other safeguards provide sufflclent prolection to the palfents, (See Instructions.) Except for nursing homaes, the findings stated above are disckysable 80 days
foltowing the dale of aurvey whethar or nota plan of cotraotion s provided, For nurglng homes, the abova findings and plans of correction are disclosable 14
days tollnwln? theudate these doguments are made available to the facility. IF deficlencies are cited, an approved plan of correction Is requlslle to contiued
program participation, -

1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MERICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X4) PROVIDER/SUPPLIERICLIA’ {%2) MULYIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
i A BUILDING 01 ~ MAIN BUILDING 01
185336 6. WiNa 09/09/2010
NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, CITY, STATE, ZIP CODE
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING 8 REHABILITATION (I}EN'!‘ER SPRINGFIELD, KY 4006 9-|
(%4} D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF GORREGTION ey
BREFIX (EACH DEFICIENGY MUST PE PRECEDED BY FULL PREFIX’ (EACH CORRECTIVE ACTION 8HOULD BF COMPLETION'
TAG REQULATORY OR LEC IDENTIFYING INFORMATION) TAQ GROSB-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENGY)
i Step 27 A 100 9% Hifdil Of soke
K 025 | Continued From page 1 K026( goors and barriers will be complsted
by October 1, 2010 by The
Interview onh 09/09/2010 at 10:52 AM, with the Administrator and The Maintenance
Malntenance Diregtor, revesled the doors hed - Director. - Any identified areas will be
never been identlfied as a deficiency in the past. corrected.
. Step 3: The Maintenance Director
Reference: NFPA 101 (2000 Edltlon). will be re-educated on October 1,
8 2 3 2010 by The Administrator on the
oy 2.3.1 requirements of smoke bartier doors.
Every opening in a fire barrder shall be protected . i i
Step 4: The Maintenance Director
1o limit the spread of fire and restrict the will check all smoké doors and
movement of smoke from one side of the fire .
batri \ barriers each week for 12 weecks. The
arrier to the ottler. The fire protection rating for results of the audits will be reviewed
opening protectives shall be a§ follows: with the Qu ality Assurance
. hot ! O : Committee monthly for three months,
: Eg{in‘lgla hour fire barrier - 20-minuie fire protection * f any concerns are identified during
. ' audits, a Quality Assurance meeting
(1) 2-hour fire barrier - 11/2-hour firs protection will be convened to determine further
rating interventions. The Quality assurance
1(2) 1-hour fire barrier - 1-hour fire protaciion committee will consist of at a
rating where used for vertical openings or exit minimum The Administrator, The
enclosures, or 3/4-hour tire protection rating Director of Nursing, The
where used for other than vertical openings or Maintenance Director and The
exit enclosures, unlese a lesser fire protection Housekeeping Director. The Medical
rating Is speclifled by Chapter 7 or Chapters 11 Director will participate quarterly and
through 42 as needed. 107251201
K 069{ NFPA 101 LIFE SAFETY CODE STANDARD K089
88=D '
Cooking facilities are protected In ascordance K069 Step 1: A sign will be posted by
with 8.2.3. 19.3.2.8, NFPA 96 The Maintenance Director by
October 6, 2010 indicating that
: the fire extinguisher is a K type
This STANDARD s not met as evidenced by: fire extinguisher.
Based oh chservation and Interview, it was Step 2: A 100% Audit will be
determined the tacllity féited to ensue fire conducted on all fire
extinguishers were maintain according to NFPA extinguishers by The
codes. Administrator and The
Maint Director b;
The findings include: ieniAnRSs Sirector ™y
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DEPARTMENT OF HEALTH AND HUMAN SERVICES . - PHII%EM A%B;%i%%?{:jg

CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0891_
STATEMENT OF DEFIQIENCIES  * |(X1) PROVIDER/SUPPLIER/CLIA (42) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER; GOMPLETED

' A.BULDING 0t - MAIN BUILDING 01 '
185336 B. WiNG ' 00/09/2010
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
: 420 BEAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION CENTER ' SPRINGFIELD, KY 40060
(4 1 SUMMARY STATEMENT OF DEFIGIENCIES. . D PROVIDEA'S PLAN OF CORRECTION i}
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE AGTICN EHOULQ BE - COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ss aEseneggFﬁg 11:3 'cl'\l-rl,E APPROPRIATE DATE
K 089 | Continued From page 2 . K 069 gc:g:;;. iéi%lg}sg:g“f:fnage
Maintenance Director will install
Observation on 09/00/2010 at 11:07 AM, the proper signage,
revealed that the “K" type fire extingulsher located
. Step 3: The Administrator will
in the kitchen area falled to have the required reeducate The Maintenance.
signage. The observation was confirmed with the Director on Fire Extinguish
Hir guisher
Maintenance Dlrector, Fire exiingulshers must Iabeling requirements by Qctober
have the proper signage in arder {or staff to be ' 1. 9010,
aware of the tire exungulﬂshers proper use. Step 4: The Maintenance
Interview on 09/09/2010 at 11:07 AM, with the Dirsetor Wil C“““‘h*;"ﬁ, .
Maintenance Director, reveals he was unaware ex"ntlglu's ers mon“ %’ or three
of the misaing sign for the °K" type fire months (o assurc al fie
extinguisher. extinguishers have appropriate
' signage. The results of the audits
Reference: NFPA 96 (1999 edition) X;ﬂ be rewzwed wtifchc the Qt;;ﬂlw
211 - surance Committee monthly
Aplacard ldéntifying the use of the extinguishef for three months. Ifany
as a secondary backup means to the automatic concerns are identified during
fite suppression system shall be consplouously audits, a Quality Assurance
placed near aach portable fire extingulsher in the meeting will be convened to
: cooking aree. determine furthey interventions.
9 . } : -
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K 072| ‘The Quality assurance committee
88 will consist of at & minimum The
Means of egress are continuously maintalned fres Administrator, The Director of
of all-obstructions or impediments to full Instant Nursing, The Maintenance
use In the case of fire or other emergency. No Director and The Housekeéping
furnishings, decorations, or other objeats abstruct | Director. The Medical Director
oxits, access ta, egress from, or visibility of exits. will participate quarterly and as
7.1.10 . needed. 110/25/2010
K072 | Step 1: Three (3) medicine
- carts and two (2) patient lifts
; . were removed from the hall b
This STANDARD [s not met as evidenced by: | " | The Administrator and The y
Based on obsarvation and intetview, the facility . Maintenance Director on
falled to ensure corridors were maintalned free
September 27,2010.
from obstructions to full instant use, in the case of Step 2: The Administrator
ﬂge %r ogler emergenoy, according to NFPA observed on September 28,
sianderas, 2010 that the hallways were
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ' ' . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : : O .-0838-0301
STATEMENT OF DEFICIENGIES [(X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTAUCTION - |(%8) DATE SURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMBER: COMFLETED
A BULDING 01 MAIN BUILDING 01 _
_ 185336 . |BwinG . 09/09/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
" 420 BAST GRUNDY AVENUE
SPHII.N'IGHE.LD NURSING & HEHABILITATION FENTEH SPRINGFIELD, KY 40069 .
o) 1D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORREGYION ol
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACGH CORREOTIVE ACTION SHOULDBE | conPLETION
TAG REQULATORY OR LSC IDENTIFVING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. R DEFICIENCY)
K 072} Continued From page 3 K072
The findings include: _ cleared of equipment to allow
. Cgress.
Ohsetvation on 09/09/2010 a1 11:13 AM, s%:p 3:-All staff will be

revealed in the East Wing Cotridor there were
threa (3) mediclne carts and two (2) patlent lifts
found unhattended and not Inuse, Further
ohsetvation on the West Wing Corrider, revealed
there were three (3) medicine ¢arts and iweo (2)

reeducated on proper placerment
and storage of equipment to
allow egress from the facility by
October 25, 2010 by The

patient lifts found 1o be unattended and not in oucatlon and Training Ditector,
use. The observations were confirmed with the . ,"ﬁ’ - e ﬁ:‘;l’ " e 62 §
Maintenance Director. Corridors ate intended for 1‘:‘" ﬂ’;‘r“m tor ks"’u: mes per ¢ay -
means of egress, intemal traffic and emergency or three weeks then weekly for
use, not storage spaces. The Life Safely Code nine weeks. Results of the audits
has‘specitio requirements for storage spaces, will be reviewed with the Quality
These items would also fimit the use of the hand Assurance Committee motithly
ralls by occupants of the bullding when needed. for three months. Ifany

T _ ' concerns are identified during
Interview on 09/09/2010 at 11:13 AM, with the audits, a Quality Assurance
Maintenance Director, revealed he was uhaware meeting will be convened to
that the carts and lifts could not be left in the . determine further interventions.
hallways, : The Quality assurance commitfee

will consist of at & minimum The

Administrator, The Director of

Nursing, The Maintenance

- Director and The Honsekeeping
Director, The Medical Ditector
will participate quarterly and ag :
needed. 10/25/2014

i,
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